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National, State, and Urban Area Vaccination Coverage Levels 
Among Children Aged 19-35 Months — United States, 1999 


Childhood vaccinations have a major impact on the reduction and elimination of 
many causes of morbidity and mortality among children (7). Monitoring vaccination 
coverage levels is necessary to characterize undervaccinated populations and to evalu- 
ate the effectiveness of efforts to increase coverage. The National Immunization Survey 
(NIS) provides ongoing national estimates of vaccination coverage among children aged 
19-35 months based on data for the most recent 12 months for each of the 50 states and 
28 geographic areas (2). This report presents the findings of the 1999 NIS*, which 
indicate that vaccination coverage among U.S. children aged 19-35 months were at or 
near record high levels. 

To collect vaccination information for all age-eligible children, NIS uses a quarterly 
random-digit—dialing sample of telephone numbers for each survey area. During 1999, 
33,548 household interviews were completed, representing 34,442 children. The re- 
sponse rate for eligible households for the 78 survey areas was 66.3%. Following the 
interviews and with parental/guardian consent, data accuracy was verified from vacci 
nation providers. Children with provider data were weighted to represent all children 
surveyed and to account for nonresponding households, changes in natality patterns, 
and lower vaccination coverage among children in households without telephones (2). 

In 1999, national vaccination coverage for three doses of any diphtheria and tetanus 
toxoids and pertussis vaccine (DTP) was 95.9%; for three doses of poliovirus vaccine, 
89.6%; for three doses of Haemophilus influenzae type b vaccine (Hib), 93.5%; for one 
dose of measles-mumps-rubella vaccine (MMR), 91.5%; for three doses of hepatitis B 
vaccine (HepB), 88.1%; and for one dose of varicella vaccine (VAR), 59.4%. 

From 1998 to 1999, national coverage with the combined vaccination series 4:3:1 
(four doses of DTP, three doses of poliovirus vaccine, and one dose of measles- 
containing vaccine) and with 4:3:1:3 (4:3:1 series and three doses of Hib) did not change 
significantly (Table 1). Coverage with VAR increased from 43% in 1998 to 59% in 1999 
(Table 1). 

In 1999, state-specific coverage for the 4:3:1 series ranged from 70% to 91%, and the 
4:3:1:3 series ranged from 69% to 91% (Table 2). For selected urban areas, coverage 
ranged from 67% to 87% for the 4:3:1 series and from 63% to 87% for the 4:3:1:3 series 
(Table 2). 


*For this reporting period (January-December 1999), NIS included children born during 
February 1996-May 1998. 
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TABLE 1. Vaccination coverage levels among children aged 19-35 months, by 

selected vaccines — National Immunization Survey, United States, 1995-1999 
* 1996" 1997' 1998" * 

Vaccine/Dose % (95%CI") % (95%CI) % (95%Cl) % (95%CI) % (95% Cl) 

DTP** 

3 Doses 94.7 (+0.6) 95.0 (+0.4) 95.5 (+0.4) 95.6 (+05) 95.9 (+0.4) 

4 Doses 78.5 (+1.0) 81.1 (20.7) 815 (+0.7) 839 (+08) 833 

Poliovirus 

3 Doses 87.9 (+08) 91.1 (+05) 908 (+05) 908 (+0.7) 89.6 

Hib™ 

3 Doses 91.7 (+0.6) 91.7 (+0.5) (+0.5) 93.4 (+0.6) 93.5 

MMR*** 


1 Dose 87.8 90.7 (+0.5) 90.5 (+0.7) 92.0 (+0.6) 91.5 
Hepatitis B 


3 Doses 68.0 0 81.8 (+0.7) 83.7 (+0.6) 87.0 88.1 
Varicella 
1 Dose NA™ NA 25.9 (+0.7) 43.2 | 59.4 
Combined series 
4 DTP/3 Polio/1 MCV** 76.2 78.4 (+0.8) 77.9 (+0.7) 
4 DTP/3 Polio/1 MCV/3 Hib™ 74.2 (+1.0) 76.5 (+0.8) 76.2 (+0.8) 
* Children in this survey period were born during February 1992—May 1994 
' Children in this survey period were born during February 1993—May 1995. 
* Children in this survey period were born during February 1994—-May 1996 
* Children in this survey period were born during February 1995—May 1997 
** Children in this survey period were born during February 1996—May 1998. 
"* Confidence interval 
** Includes diphtheria and tetanus toxoids and pertussis vaccine (DTP), diphtheria and tetanus toxoids (DT), and 
diphtheria and tetanus toxoids and acellular pertussis vaccine 
" Haemophilus influenzae type b vaccine (Hib) 
*** Previous reports of vaccination coverage were for measles-containing vaccine (MCV); the above reflects 
coverage with measles-mumps-rubella vaccine (MMR) 
"' Data not available in this reporting period. Data collection for varicella vaccine began July 1996 
*** Four doses of DTP/DT, three doses of poliovirus vaccine, and one dose of MCV 
% Four doses of DTP/DT, three doses of poliovirus vaccine, one dose of MCV, and three doses of Hib 











Reported by: National Center for Health Statistics; Assessment Br, Data Management Div, 
National Immunization Program, CDC. 

Editorial Note: National coverage for routinely recommended childhood vaccines has 
increased substantially since 1993, when the Childhood Immunization Initiative (Cll) 
was implemented by the federal government (3). The findings in this report indicate 
that national coverage for the recommended vaccines remain at or near record high 
levels. However, this coverage level cannot ensure protection for children born during 
or after 1999 even though levels observed in 1999 demonstrate the feasibility of attaining 
high coverage. Achieving and sustaining the national heaith objectives for 2010 
vaccination coverage and disease-elimination (4) will require developing a functional 
vaccine-delivery system. This effort will require collaboration between national, state, 
local, private, and public partners. 

A comprehensive vaccine-delivery system that would achieve and maintain high 
vaccination coverage levels (5) and low morbidity in children born during or after 1999 
should consist of three components. These components are 1) state- and community- 
based computerized vaccination registries that include all children from birth, that can 
identify children needing vaccination, and can recall them for missed vaccinations (6 ); 2) 
ongoing quality-assurance and information-feedback activities (7); and 3) education 
programs for parents and health-care providers. 
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TABLE 2. Estimated vaccination coverage with the 4:3:1* and 4:3:1:3' series 
among children aged 19-35 months, by state and selected urban areas — 
National Immunization Survey, United States, 1999° 





4:3:1 4:3:1:3 

State/Urban area % (95% Ci") % (95% Cl) 
Alabama 79.7 (+4.5) 78.4 (+4.6) 
Jefferson Co. 86.6 (+4.4) 85.2 (+4.6) 
Rest of state 78.5 (+5.2) 77.2 (+5.3) 
Alaska 82.2 (+4.7) 80.1 (+4.8) 
Arizona 73.9 (+4.5) 72.4 (+4.6) 
Maricopa Co. 71.7 (+6.4) 71.0 (+6.4) 
Rest of state 77.5 (+5.7) 74.8 (+5.9) 
Arkansas 78.5 (+5.8) 77.1 (+5.8) 
California 78.3 (+3.5) 75.3 (+3.6) 
Los Angeles Co 78.1 (+5.6) 76.0 (+5.7) 
San Diego Co. 76.6 (+5.4) 74.5 (+5.6) 
Santa Clara Co. 84.3 (+4.3) 81.8 (+4.6) 
Rest of state 78.1 (+5.4) 74.4 (+5.6) 

Colorado 77.2 (+5.2) 75.8 ( 

Connecticut 87.1 (+4.4) 85.9 ( 

Delaware 80.0 (+5.0) 78.2 ( 

District of Columbia 78.5 (+5.4) 77.5 ( 

Florida 82.0 (+4.1) 80.3 (+ 

Dade Co. 86.7 (+4.5) 84.0 ( 

( 

(+ 

(+ 








WwW 


\+ i+ 4+ H 


Duval Co. 79.1 (+4.9) 77.7 
Rest of state 81.3 (+5.2) 79.8 
Georgia 83.1 (+4.3) 81.9 
Fulton/DeKalb cos. 86.4 (+4.5) 83.4 
Rest of state 82.3 (+5.2) 81.5 
Hawaii 82.8 (+4.7) 81.6 + 
Idaho 70.0 (+5.5) 69.4 (+5.5) 
Illinois 78.8 (+4.1) 77.4 (+4.2) 
Chicago 73.2 (+6.1) 71.4 (+6.2) 
Rest of state 81.0 (+5.3) 79.8 (+5.4) 
indiana 75.4 (+5.0) 74.3 (+5.0) 
Marion Co 79.7 (+5.8) 79.1 (+5.8) 
Rest of state 74.5 (+5.8) 73.3 (+5.9) 
lowa 84.5 + 83.4 (+4.5) 
Kansas 79.7 + 78.9 (+4.9) 
Kentucky 88.6 87.6 (+4.5) 
Louisiana 76.9 76.8 (+4.7) 
Orleans Parish 72.6 71.5 (+5.9) 
Rest of state 77.5 77.5 (+5.3) 
Maine 84.1 82.9 (+5.0) 
Maryland 80.5 : 79.4 (+4.3) 
Baltimore 73.2 i 71.9 (+6.8) 
Rest of state 81.8 80.7 (+4.9) 
Massachusetts 87.3 85.2 (+4.4) 
Boston 86.1 83.6 (+5.8) 
Rest of state 87.4 85.3 (+4.8) 
Michigan 75.9 74.4 (+4.9) 
Detroit 66.9 ) 66.4 (+6.5) 
Rest of state 77.2 +5.4) 75.6 (+5.5) 


+ # I 
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* Four doses of any diphtheria and tetanus toxoids and pertussis vaccine, three doses of poliovirus vaccine, and one 
dose of measies-containing vaccine (MCV). 

' Four doses of any diptheria and tetanus toxoids and pertussis vaccine, three doses of poliovirus vaccine, one dose 
of MCV, and three doses of Haemophilus influenzae type b vaccine. 

* Children in this survey period were born during February 1996—May 1998 

* Confidence interval. 





588 MMWR July 7, 2000 


Vaccination Coverage Levels — Continued 


TABLE 2. Estimated vaccination coverage with the 4:3:1* and 4:3:1:3' series 
among children aged 19-35 months, by state and selected urban areas — 
National Immunization Survey, United States, 1999* — Continued 





4:3:1 4:3:1:3 
State/Urban area % (95% Ci") y (95% Cl) 


Minnesota 87.0 (+4.8) : (+5.1) 
Mississippi 81.7 (+5.4) (+5.4) 
Missouri 75.5 (+5.2) (+5.2) 
Montana 84.8 (+4.4) (+4.6) 
Nebraska 83.7 (+4.5) : (+4.8) 
Nevada 73.4 (+5.3) (+5.4) 
New Hampshire 84.5 (+4.7) ‘ (+4.7) 
New Jersey 80.9 (+5.0) ' (+5.0) 
Newark 68.7 (+8.0) (+8.0) 
Rest of state 81.5 (+5.3) (+5.3) 
New Mexico 75.6 (+5.9) (+6.1) 
New York 83.4 (+3.3) (+3.5) 
New York City 81.5 (+5.1) (+5.3) 
Rest of state 85.0 (+4.2) (+4.5) 
North Carolina 81.8 (+5.0) (+5.0) 
North Dakota 83.0 (+4.5) (+4.8) 
Ohio 79.1 (+4.0) (+4.0) 
Cuyahoga Co. 74.6 (+5.6) (+5.7) 
Franklin Co. 79.1 (+5.1) (+5.1) 
Rest of state 79.9 (+5.0) (+5.1) 
Oklahoma 74.0 (+5.7) (+5.7) 
Oregon 73.2 (+5.9) (+6.0) 
Pennsylvania 86.6 (+3.7) (+3.7) 
Philadelphia 82.7 (+4.7) (+4.9) 
Rest of state 87.3 (+4.2) : +4.3) 
Rhode Island 90.4 (+3.9) j (+4.6) 
South Carolina 81.1 (+4.7) (+4.8) 
South Dakota 83.4 (+4.5) (+ 
Tennessee 79.5 (+3.8) 
Davidson Co 75.4 (+5.5) 
Shelby Co 76.5 (+5.5) 
Rest of state 81.0 (+5.3) 
Texas 74.7 (+3.6) 
Bexar Co 70.2 (+6.2) 
Houston 66.5 (+6.8) 
Dallas Co 76.0 (+6.5) 
E| Paso Co 75.0 (+5.2) 
Rest of state 76.5 (+5.3) 
Utah 81.7 (+ 
Vermont 90.7 (+ ) 
Virginia 81.6 (+5.2) 
Washington 76.5 (+3.9) 
King Co 78.5 (+5.3) 77.4 
Rest of state 75.8 (+5.0) 74.0 
West Virginia 82.1 (+4.7) 81.0 (+4.8) 
Wisconsin 85.4 (+3.3) 84.5 (+3.4) 
Milwaukee Co 75.3 (+6.2) 74.1 (+6.3) 
Rest of state 88.2 (+3.8) 87.6 (+3.9) 
Wyoming 83.5 (+4.9) 82.8 (+4.9) 
Overall 79.9 (0.8) 78.4 (0.9) 
* Four doses of any diphtheria and tetanus toxoids and pertussis vaccine, three doses of poliovirus vaccine, and one 
dose of measies-containing vaccine (MCV) 
Four doses of any diptheria and tetanus toxoids and pertussis vaccine, three doses of poliovirus vaccine, one dose 
of MCV, and three doses of Haemophilus influenzae type b vaccine 


Children in this survey period were born during February 1996—May 1998 
* Confidence interval 
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High coverage levels are necessary to maintain and reduce illness, disability, and 
death associated with vaccine-preventable diseases. Assessment of vaccination cover- 
age levels is an important component of the U.S. immunization prograrn. To maintain the 
integrity and reliability of the national immunization system, a core surveillance effort 
that includes immunization coverage levels is essential (8). NIS is the primary source of 
vaccination coverage data among U.S. preschool-aged children (5). NIS should continue 
to characterize at-risk children and evaluate the effectiveness of programs designed to 
increase coverage. 
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Prevalence of Intimate Partner Violence and Injuries — 
Washington, 1998 


Approximately 20% of emergency department visits for trauma and 25% of homi- 
cides of women involve intimate partner violence (IPV) (7,2). To assess IPV prevalence in 
Washington, the Washington State Department of Health added questions from the 
Conflict Tactics Scale (3 ) and the Revised Conflict Tactics Scale (4 ) to its 1998 Behavioral 
Risk Factor Surveillance System (BRFSS) survey. This report describes an analysis of 
responses to the questions, which indicated that women were more likely than men to 
experience IPV in their lifetime, and more than three times more likely than men to 
experience injuries from IPV. 

BRFSS is an ongoing, state-based, random-digit-dialed telephone survey of the U.S. 
civilian, noninstitutionalized population aged >18 years that collects information about 
modifiable risk factors for chronic diseases and leading causes of death. In 1998, 3604 
persons responded to the Washington BRFSS. Because the questions were considered 
sensitive, permission was asked before beginning the IPV section, and 3381 (93.5%) 
gave permission. Only English-speaking persons were respondents. The survey response 
rate was 61.4%. 

Respondents were asked whether they had experienced IPV during their lifetime (i.e., 
kicked, bit, or hit with fist; hit or tried to hit with something; beat up; threatened with gun 
or knife; or used gun or knife) and whether they had sustained physical injury (sprain, 
bruise, or small cut; physical pain the next day; passed out from being hit on head; went 
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to doctor; needed to see doctor but didn’t; or broken bone) resulting from iPV. An intimate 
partner was defined as a current or former spouse, live-in partner, boyfriend, girlfriend, 
or date. Some respondents might have referred to a same-sex partner; the sex of the 
partner was not asked. Responses were weighted for selection probability by the num- 
ber of adults and telephone numbers in the household, and whether the number was 
drawn from a block of 100 numbers containing at least one or no listed number. Re- 
sponses also were weighted to approximate the Washington population on the basis of 
the respondents’ age and sex. 

In 1998, of approximately 2,113,000 women aged >18 who resided in Washington 
(5), approximately 499,000 (23.6%) (95% confidence interval [Cl]=453,000-545,000) 
experienced IPV during their lives, and 456,000 (21.6%) women (95% Cl=410,000- 
502,000) had a physical injury resulting from IPV. Of the 2,049,000 men (5), approxi- 
mately 336,000 (16.4%) (95% Cl=289,000—383,000) experienced IPV and approximately 
154,000 (7.5%) (95% Cl=121,000—187,000) experienced injury from IPV (Table 1). Multi- 
variate logistic regressions were conducted to identify the levels of lifetime risk associ- 
ated with sex, education, income, and marital status. Odds ratios (ORs) for education, 
income, and marital status were similar for men and women; therefore, data for both 
sexes were combined (Table 2). 

Compared with never married status, divorced/separated status was associated with 
an almost three-fold increase in the risk for reported IPV (OR=2.7; 95% Cl=1.9-4.0) anda 
four-fold increase in the risk for injury from IPV (OR=4.0; 95% Cl=2.7-6.1); 45.3% of 
divorced/separated women reported an injury from an intimate partner. Low education 
level also was associated with increased risk for IPV (OR=1.4; 95% Cl=1.1-1.8) and injury 
from IPV (OR=1.4; 95% Cl=1.04—1.8). Low income level was associated with increased 
risk for IPV (OR=1.6; 95% Cl=1.2-2.2); however, the association between low income and 
injury from IPV was not significant (OR=1.3; 95% Ci=0.9-—1.9). 

Reported by: L Bensley, PhD, S Macdonald, PhD, J Van Eenwyk, PhD, Acting State Epidemiolo 
gist, Office of Epidemiology; K Wynkoop Simmons, PhD, D Ruggles, MBA, Washington State 
Dept of Health. Family and Intimate Violence Prevention Team, Div of Violence Prevention, 
National Center for Injury Prevention and Control, CDC. 

Editorial Note: This report indicates that IPV in Washington is more prevalent among 
women than men. Other studies have found that women have similar or higher IPV rates 
than men but that women are more likely to sustain injury (3,6-8 ). Although low education 
and income levels are risk factors for reported IPV, 17.6% of women with incomes of 
$50,000 per year and 20.2% of women with at least some college education reported 
injuries as a result of IPV. In addition, divorced/separated respondents were more likely 
to report violence than married, widowed, or never married respondents. 

The findings in this report are subject to at least three limitations. First, the study was 
limited by its dependence on self-reports, which might be inaccurate because of recall 
bias or unwillingness to report. Second, this study did not include persons without tele- 
phones or persons who did not speak English. Third, because of their cross-sectional 
nature, the results do not provide evidence of causal relations (e.g., IPV may have been 
the cause of divorce or may have occurred during the divorce process). 

Identification of IPV is difficult because of its private and sensitive nature. Interven- 
tions may include strategies to increase IPV recognition, and should occur in varied 
settings (e.g., health-care, criminal justice, and school systems) and with varied ap- 
proaches, including IPV screening protocols by health-care providers (9), school pro- 
grams teaching conflict resolution, public education campaigns regarding the 
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TABLE 1. Lifetime experiences of intimate partner violence and injury, by sex* 
Behavioral Risk Factor Surveillance System, Washington, 1998 


Women 
Experience No Prevalence (95% Cl’) No Prevalence (95% Cl) 
Event 
Kicked, bit, hit with fist 395 19.7 (17.6-21.8) 12.0 ( 9.9-14.2) 
Hit or tried to hit with something 330 17.4 (15.3-19 12.0 (11.1-12.9) 
Beat up 257 13.0 11.2-14 2 1.8 1.1- 2.5 
Threatened with gun or knife 164 8.1 ( 6.6- 9.6 3.3 2.8-— 3.8) 
Used gun or knife 59 3.2 ( 2.2- 4.2) 2.0 ( 1.1- 2.9) 
Any event 475 23.6% (21.4-25 16.4% (14.0-18.8) 
Injury 
Sprain, bruise, or small cut 18.8 17.7-19.9 5 ( 4.7 
Physical pain the next day 18.5 16.4-20.5) 
Pass out from being hit on head 4.2 2.9- 5.§ 
Gone to doctor 4 ( 6.0- 8.8) 
Needed to see doctor, but didn’t 15 6.0- 9.0 
Broken bone 59 3.2 2.2- 4.2 
Any injury 422 21.6% (19.4-23.8) 
* All sex differences are significant at p<0.01 except “used gun or knife,” which was tatistically significant 
Confidence interval 














TABLE 2. Adjusted odds ratios (AOR)* of reporting ever experiencing intimate 
partner violence (IPV) or injury, by selected characteristics — Behavioral Risk 
Factor Surveillance System, Washington, 1998 





Ever IPV Ever injured 
Risk factor No. Prevalence AOR (95% Ci") No. Prevalence AOR (95% Cl) 


Sex 
Women 397 24.3 1 1.2-2.0) 352 21. 3.6 2.7-4.7) 
Men 2 16.7 1.C ( referent 101 7.1 1.0 referent 
Education 
High school graduate 23 24.7 1.4 1 8 7 3.6 1.04-1.8 
Sore college or 








college graduate 3 18.2 ) referent 86 2. 1.0 referent 

Household income 
<$25,000 205 8 5 1.2-2.2 ! 19.1 0.9-1.9) 
$25,000-$49,999 249 19.6 0.9-1.5 C 14 2 0.9-1.6) 
$50,000 164 1 0 referent 113 0 ( referent 

Current marital/partner status 
Married or living with partner 274 1.1 0.8-1.5 l 0.7-1.6) 
Divorced/separated 217 ; 1.9-4.0 86 32.9 ( 2.7-6.1) 
Widowed 27 3 ( 0.4-1.4) 10.75 ( 0.6-2.4) 
Never married 100 20.4 referent 12.1 ( referent) 

Overall 618 20.5% 14.2% 

* All odds ratios control for age at time of survey and other risk factors. Total numbers and frequencies of men and 
women reporting IPV and injury from IPV differ from Table 1 because respondents with missing data on any of the 
measures used in this analysis were exc!uded (e.g., 14% of respondents to the survey did not answer the question 
about income) 

' Confidence interval 
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unacceptability of IPV, and information about community resources such as shelters and 
counseling for battered women. Other interventions may include treatment of offenders 
(10); interventions for children who witness IPV; and efforts to make the criminal justice 
system more responsive to victims by reforming laws, providing victim advocates, and 
training police, prosecutorial, and court personnel. Although most of these approaches 
have shown some success, rigorous evaluations of these interventions are needed to 
determine their effectiveness. 

This report underscores the usefulness of BRFSS for collecting data about IPV, 
although IPV questions are not asked routinely on BRFSS. State and national efforts to 
plan and evaluate programs to lower IPV rates would benefit from more widespread use 
of IPV items on BRFSS surveys. Standardizing questions would facilitate comparisons 
between geographic regions. Questions assessing IPV have been developed by CDC for 
potential use in BRFSS and soon will be pilot tested in several states. IPV is a new area of 
public health but one that affects many persons. Continued surveillance and well-evalu- 
ated and effective programs are needed to prevent IPV. 
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Update: Nucleic Acid Amplification Tests for Tuberculosis 


On September 30, 1999, the Food and Drug Administration approved a reformulated 
Amplified Mycobacterium Tuberculosis Direct Test* (MTD) (Gen-Probe®, San Diego, Cali- 
fornia) for detection of Mycobacterium tuberculosis in acid-fast bacilli (AFB) smear- 
positive and smear-negative respiratory specimens from patients suspected of having 
tuberculosis (TB). MTD and one other nucleic acid amplification (NAA) test, the Amplicor 
Mycobacterium Tuberculosis Test (Amplicor) (Roche® Diagnostic Systems, Inc., 
Branchburg, New Jersey), previously had been approved for the direct detection of M. 
tuberculosis in respiratory specimens that have positive AFB smears. This notice up- 
dates the original summary published in 1996 (7) and provides suggestions for using and 
interpreting NAA test results for managing patients suspected of having TB. 

The appropriate number of specimens to test with NAA will vary depending on the 
clinical situation, the prevalence of TB, the prevalence of nontuberculous mycobacteria 
(NTM), and laboratory proficiency (2,3). Based on available information, the following 
algorithm is a reasonable approach to NAA testing of respiratory specimens from pa 
tients with signs or symptoms of active pulmonary TB for whom a presumed diagnosis 
has not been established. 


Algorithm 
1. Collect sputum specimens on 3 different days for AFB smear and mycobacterial 
culture. 

Perform NAA test on the first sputum specimen collected, the first smear-positive 

sputum specimen, and additional sputum specimens as indicated below. 

a. If the first sputum specimen is smear-positive and NAA-positive, the patient can 
be presumed to have TB without additional NAA testing. However, unless concern 
exists about the presence of NTM, the NAA test adds little to the diagnostic work 
up. 

b. If the first sputum is smear-positive and NAA-negative, a test for inhibitors should 
be done. The inhibitor test can be done as an option with Amplicor. To test for 
inhibitors of MTD, spike an aliquot of the lysated sputum sample with lysed M. 
tuberculosis (approximately 10 organisms per reaction, or an equivalent amount 
of M. tuberculosis rRNA) and repeat the test starting with amplification. 

1. If inhibitors are not detected, additional specimens (not to exceed a total of 
three) should be tested. The patient can be presumed to have NTM if a second 
sputum specimen is smear-positive, NAA-negative, and has no inhibitors 
detected. 

2. lf inhibitors are detected, the NAA test is of no diagnostic help. Additional 
specimens (not to exceed a total of three) can be tested with NAA. 

c. If sputum is smear-negative and MTD-positive', additional specimens (not to 
exceed three) should be tested with MTD. The patient can be presumed to have 
TB if a subsequent specimen is MTD-positive. 


*Use of trade names and commercial sources is for identification only and does not constitute 
endorsement by CDC or the U.S. Department of Health and Human Services. 
'Amplicor is not approved for use with smear-negative samples. 
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d. If sputum is smear-negative and MTD-negative', an additional specimen should 
be tested with MTD. The patient can be presumed not to be infectious if all smear 
and MTD results are negative. The clinician must rely on clinical judgement in 
decisions regarding the need for antituberculous therapy and further diagnostic 
work-up because negative NAA results do not exclude the possibility of active 
pulmonary TB. 

If the indicated repeat NAA testing fails to verify initial NAA test results, the clinician 

must rely on clinical judgement in decisions regarding the need for antituberculous 

therapy, further diagnostic work-up, and isolation. 

Ultimately, the patient’s response to therapy and culture results are used to confirm 

or refute a diagnosis of TB. 


Cautions 


NAA tests can enhance diagnostic certainty, but they do not replace AFB smear or 
mycobacterial culture, and they do not replace clinical judgement. Clinicians should inter- 
pret these tests based on the clinical situation, and laboratories should perform NAA 
testing only at the request of the physician and only on selected specimens. Laboratorians 
should not reserve material from clinical specimens for NAA testing if this compromises 
the ability to perform the other established tests that have better-defined diagnostic 
utility and implications. Specificity of NAA tests varies between laboratories as a result of 
unrecognized procedural differences and differences in cross-contamination rates (4). 
Multiple specimens from the same patient should not be tested together to reduce risks 
of methodologic errors. Laboratory directors should provide to clinicians information on 
the performance of NAA tests in the local setting, including sensitivity and specificity 
compared with culture for both smear-positive and smear-negative respiratory speci- 
mens. Substantial discrepancies can indicate problems with either culture or NAA tech- 
nique. The number of NAA tests repeated because of failure of negative and positive 
controls also should be reported. Clinicians should understand the impact that changes in 
sensitivity, specificity, prevalence of TB, and prevalence of other mycobacterial diseases 
can have on the predictive value of the NAA test. Information is limited regarding NAA 
test performance for nonrespiratory specimens, or specimens from treated patients. 
NAA tests often remain positive after cultures become negative during therapy and can 
remain positive even after completion of therapy. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending July 1, 2000, with historical data 
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Ratio (Log Scale)” 


Beyond Historical Limits 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending July 1, 2000 (26th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending July 1, 2000, and July 3, 1999 (26th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 1, 2000, and July 3, 1999 (26th Week) 
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(Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 1, 2000, and July 3, 1999 (26th Week) 
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TABLE Ii. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending July 1, 2000, and July 3, 1999 (26th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending July 1, 2000, 
and July 3, 1999 (26th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending July 1, 2000, 
and July 3, 1999 (26th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
July 1, 2000 (26th Week) 


All Causes, By Age (Years) 
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*Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of > 100,000. A death 
is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not included 

Pneumonia and influenza 

‘Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks 
‘Total includes unknown ages. 
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Notice to Readers 
Federal Register Notice on Draft Public Health Action Plan 
to Combat Antimicrobial Resistance 


The Draft Public Health Action Plan to Combat Antimicrobial Resistance became 
available for public comment on June 22, 2000. Comments must be submitted in writing 
by August 4, 2000, to the Office of Health Communication, National Center for Infectious 
Diseases, CDC, Mailstop C-14, 1600 Clifton Rd., N.E., Atlanta, GA 30333; fax, (404) 371- 
5489; e-mail, aractionplan@cdc.gov; or the World-Wide Web, http://www.cdc.gov/ 
drugresistance/actionplan/. 

Requests for copies of the plan should be submitted to the Office of Health Communi- 
cation, National Center for infectious Diseases, CDC, Mailstop C-14, 1600 Clifton Rd., N.E., 
Atlanta, GA 30333; fax, (404) 371-5489; e-mail, ncid@cdc.gov; or the Web, http:// 
www.cdc.gov/drugresistance/actionplan/. Copies can be downloaded from the Web site. 
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